INTRODUCTION
Sickness presence is of interest in the context of this project since, in the patient -physician dialogue, it may offer an alternative to sick leave.
Here, sickness presence refers to those who continue to work even though their ability to work is impaired due to disease or injury. This is not a clear-cut definition, and the term is used in different ways. In the studies reviewed, data on sickness presence was acquired via interviews, surveys, or diaries, and was assessed by the individuals themselves. The following exemplifies the type of survey questions asked: ''Have you gone to work at any time during the past three months even though you actually should have remained at home because of illness?'' Another example is that patients kept a diary of self-assessed reduction in their work ability. The concept ''sickness presence'' is problematic in this context since most people of working age with various disorders continue to work since the problem does not affect their work ability. They do not think of themselves as being ''sickness present''.
One's state of health is obviously an important factor for sickness presence, but so are the nature and content of the work and the possibilities for adjusting work demands. Certain types of jobs, e.g. at a neonatal department make it difficult to be sickness present with an ordinary cold, although this is possible in most other jobs. Flexibility at work and decision latitude is also important, and the association between disease, health, sickness absence, sickness presence and the work situation is highly complex.
STUDIES IDENTIFIED
No studies were identified that addressed the consequences of sickness presence for the individual. However, eight relevant studies were identified on the consequences for the employer in terms of reduced productivity. Three of these were graded to have sufficient quality for inclusion in this review (1 -3). Furthermore, eight relevant studies on the extent and causes of sickness presence were identified, whereof one was graded to have medium (4) and three low quality (5 -7) .
SICKNESS PRESENCE FROM THE INDIVIDUAL'S PERSPECTIVE
A Swedish cross-sectional study (5) used data on 3,801 individuals from a survey of the labour force in 1997. One-third reported that they had gone to work two or more times in the past year even though they felt their health status was so poor that they should have taken sick leave. People with high sickness presence also had high sickness absence. Sickness presence was more common among employees in schools and health/ social services than in other occupational groups. Not being able to afford sick leave was given as an important reason for sickness presence. Another important factor concerned the need to complete unfinished jobs after returning from sick leave.
In a cross-sectional study (4), Linton et al. studied 63 of 843 nurses who, in screening, reported that they had experienced moderate to severe low back pain in the past year. Twenty-six of the 63 reported some sickness absence during the past year (median 25 days). No differences were found between the groups regarding pain intensity and workload.
Those who had not reported any sickness absence distinguished themselves by good health, ignoring pain, not sensing that they suffered, not feeling guilt about having pain, and not believing that activity exacerbates the symptoms.
In a study from England, McKevitt (6) studied sickness-presence patterns in 670 general practitioners, 669 hospital physicians, and 400 senior accountants. Between 85% and 88% in the three groups reported that they had worked despite disease in the past year. Physicians reported that they had worked with symptoms that they would have sick listed a patient for. The explanations given for high sickness presence were similar in the three groups: no one took over their duties when they were absent, it was difficult or impossible to find a replacement, high workload, the nature of the work, work organisation, and work ethics. Many considered it a sign of weakness to give in to disease by taking sick leave. Sixty-four physicians from another sample with lengthy sickleave spells were interviewed separately. These interviews supported the results from the questionnaire survey and also illustrated how difficult it is for physicians to experience themselves as patients.
Also in a Norwegian cross-sectional study (7) physicians and their sickness presence was studied. A random sample of 1,476 physicians were given a questionnaire to which they responded anonymously. In this study, likewise, somewhat over 80% had been sickness present during the past year. The most common diagnoses involved infectious diseases, but more severe diagnoses such as depression were also reported. Only few reflected about the extent to which sickness presence might create a risk of infection for patients, or that a poor state of health might reduce the quality of their work. There was a tendency that physicians who reported low job satisfaction had higher sickness-presence rates.
ECONOMIC CONSEQUENCES OF SICKNESS PRESENCE -THE PERSPECTIVE OF EMPLOYERS
From the employer's perspective, there are costs associated with reduced work capacity when the employee is present at work, but the work capacity is impaired by disease. Scientific knowledge in this field is limited. In the three studies included, one focused on asthma, the other two on migraine (one of which also included back disorders).
Productivity loss from sickness presence due to migraine was studied in conjunction with pharmaceutical studies (2) . An open RCT multi-centre study including 212 patients recruited from 18 neurological departments in Belgium studied the effect of migraine on, e.g. work productivity and sickness absence. The individuals included made their own subjective assessments (diary) of the impact that migraine attacks had on work performance. The aim of the study was to compare the costs and effects of sickness presence in a special pharmacotherapy treatment group with those in a control group. There was no significant difference in sickness absence between the index and control groups. Regarding the impact on work performance, i.e. productivity, the subjective assessments showed that productivity in the control group was significantly lower than in the index group. During a three-month period, the control group had an estimated productivity loss, per person, equivalent to 12,989 BF (compared to 6,926 BF in the index group), whereof 48% was subjectively assessed as reduced productivity during work time.
A subproject in the French GAZEL cohort study (1) followed 995 individuals with migraine and 1,757 individuals without migraine for three years. Survey data was obtained on self-rated impact of migraine and work productivity (defined as reduced attention, reduced work time, inability to complete planned working tasks), and on quality of life (Short Form 36). The subjects were divided into four groups, namely those with; migraine, migraine and back disorders, back disorders alone, and having neither migraine nor back disorders. The group with both migraine and back disorders had significantly more sick-leave days compared to the other three groups. The impact on work productivity -according to the definition above -was also greater for those with both migraine and back disorders compared to the others; 30.3% compared to 10.6%. A larger rate of the group with both migraine and back disorders, compared to the other groups, also reported that work effort declined (58.7% versus 28%) and that their level of attention was influenced (43.8% versus 17.5%). No estimates in monetary terms were performed based on these manifestations of reduced productivity.
A Canadian study estimated productivity loss in terms of self-perceived work-ability due to asthma in 892 adults who had been randomly selected from a pharmaceutical register (3) . Structured telephone interviews were conducted on three occasions during a six-month period. Days with limited work capacity were presented on a percentage scale. Self-assessed work reduction in full-time and part-time employees was 19% and 21%, respectively during days with asthma. For employees with asthmatic disorders, the reduced work capacity during work time was nearly three times that lost through them being sickness absent. The economic loss to the employer was estimated at 1,776 Canadian dollars per individual for a 6-month period.
DISCUSSION
Only a few studies are available on sickness presence. We found seven studies of sufficient quality to be included. Four of them concerned the individual's perspective and three the employer's perspective.
The best investigations from the individual's perspective focus on physicians, with two studies showing high self-reported sickness presence. There is some support for the hypothesis that factors such as work ethics, norms, and workplace culture on one hand, and economic considerations on the other, play a role in sickness presence. The nature of the work and the possibility to temporarily adapt work demands probably influence decisions on whether a person should be sickness absent or sickness present. The interaction is complex and should be studied further, as should the long-term health consequences of frequent sickness presenteeism.
In the study by Linton (4) it is uncertain whether the nurses with no sickness absence can be defined as sickness present. They defined themselves as being healthy, which again illustrates the difficulty in defining and studying sickness presence. The individual's personal norms and attitudes towards sickness and coping strategies during sickness are of interest in developing a better definition of sickness presence.
According to some research it also is relatively common to take vacation or other leave of absence rather than a sick-leave day. The long-term consequences of this have not been studied.
The three studies from the employer's perspective on consequences of sickness presence in terms of its influence on employee productivity investigated employees with migraine and asthma.
The Belgium multi-centre RCT (2) found effects from sickness presence in migraine attacks, but these were relatively limited. The French questionnaire study showed significantly more sick-leave days per year in the group with both migraine and back disorders than in compared groups (1) . In the same group, approximately 30% more than in the other groups studied had reported a reduction in work effort. The Canadian study on sickness presence in asthma patients reported a self-assessed, reduced work capacity of approximately 20% (3) .
From the employer's perspective, personnel who are sickness present can have an economic impact due to reduced work capacity, at least for the conditions studied here. Comparisons between this type of presence and the costs for absence in terms of substitutes or no production are not available. Other important aspects from an employer's perspective have not been studied, such as increased risks for contagion or accidents involving colleagues and patients/clients/customers. Sickness presence may also have other consequences for colleagues, depending on the nature of the disease. Examples include increased workload if colleagues must do what the sickness-present person cannot complete. Also, the disease may require special consideration or may involve special risks.
The term ''sickness presence'' implies that being present at work is something exceptional if a person is sick. However, most people diagnosed with a disease or disorder go to work and are not sick listed. Furthermore, sickness presence is a rather diffuse term, and it would be beneficial if one or several more specific terms could be used.
Evidence
The literature does not provide sufficient scientific evidence to draw conclusions on the consequences of sickness presence.
RESEARCH NEEDED
Both the consequences and the scope of the sickness presence phenomenon have only been studied to a minor extent. Longitudinal studies should be used to thoroughly investigate if sickness presence is a good coping strategy, as suggested in Linton's study on back disorders, or if it presents health risks for the future. The effects on the quality or quantity of the work performed by the sickness-present person, and the consequences for colleagues, patients, clients, or customers should also be subject to further investigation. The consequences of sickness presence should also be related to the consequences of sickness absence. To develop a method to measure limitations in work capacity due to asthma Work capacity impaired approx 20% during sickness presence, which constituted 3 times higher production loss than from their sickness absence. The cost of this impaired work capacity was estimated to be approx C$1,776/person/6 months Low
